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introduction 


Traditionally, health seems to have been a matter belonging to the private 
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realm in India with rulers having little to do with the health status of the people. — 
A rich tradition of healing developed over the centuries, as did an integrated - 
culture of health care, the important elements of which were the intimate — 
knowledge people had of the environment, with particular castes and families 3 


developing more specialised knowledge and techniques related to healing. 


Region-specific crops and optimum utilisation of natural products made a 


fair level of nutrition possible, and a lore of preventive precautions existed — 


sometimes in the form of religious customs, not all of which would stand 
scientific scrutiny today. Royal partronage to eminent healers has been 
recorded, as also organised public utility services such as construction of wells 
and irrigation tanks, planting of beneficial species of plants and trees and 
community kitchens during droughts and epidemics. 


The colonial period saw the introduction of modern medicine, which was 
received with a great deal of resistance initially, but grew in popularity as the 
influence of western culture and knowledge systems premeated all facets of life. 
The British administration appears to have kept the area of health care free for 
the Christian missionaries' initiatives at least during the earlier periods. However, 
a network of government hospitals were also established, largely in district 
headquarters. | 


Health administration in independent India, for a long time did not go 
beyond seeking to horizontally widen the coverage of the hospitals oriented to 
western medicine. A parallel development was the establishment of some 
institutions for medical research and for higher medical education. The studies 
and programme formulations of the World Health Organisation began to influence 
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wii Article 12 of the Convention states :- 


"4. State Parties shall take all appropriate measures to eliminate discrimination against 
women in the field of health care in order to ensure, on a basis of equality of men and 
women, access to health care services, including those related to family planning. 


2. Notwithstanding the provisions of paragraph 1 of this article, State Parties shall 
ensure to women appropriate services in connection with pregnancy, confinement and 
the post-natal period, granting free services where necessary, as well as adéquate 
nutrition during pregnancy and lactation". 
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the thinking in the health administration and the major interventions have been in 


the areas of control of major epidemic diseases, immunisation and population 
control. 


Let alone gender consciousness, even a consistent philosophy for an 
effective health policy which is responsive to the chronic poverty of millions of 
Our people and to the particular development problems we face as a nation, 
has not been developed. International institutions have always set the agenda 
for our health policy and now, bowing under the pressure of the lending 
institutions, the government seeks to narrow the scope of its intervention to 
some peripheral services and leave the field open for private initiatives. 


Blindly following western models, even the primary health services in 
India, tends to emphasise curative aspects rather than preventive and promotive 
health care. The population control programme has been promoted at the cost 
of attention to other health care issues, and there is a re-emergence of many 
diseases which were claimed to have been eradicated. Women's health is 
threatened by the long-acting, hazardous and provider-controlled birth control 
methods that are being promoted presently. Women receive health care largely 
because of their child bearing role; infants, girls, adolescents, single and post- 
menopausal women are thus neglected. 


The priorities of health policy and health service delivery are determined 
by the inclinations and interests of multi-lateral aid agencies, pharmaceutical 
industries, bureaucrats in the administration and practitioners without sufficient 
broad based consultations with the representatives of affected sections: of 
people. 


The present chapter attempts to assess the status of women's health as 
experienced by women and understood by NGO activists who participated in 
collecting information, discussing issues and articulating positions. This is only a 
beginning and the critique needs to be more Clearly formulated, focus on 
Particular issues and present options. Women's health is not merely a medical 
issue, but is something that is enmeshed with the paternalistic foundations of 
our society. Mere statistics cannot capture all the dimensions of the experiences 
of women related to health. We present some of the views at the risk of 
sounding rhetorical mainly because these are positions taken by women which 
have been arrived through actual experience. 


Women's Health Status in Terms of Indicators 
Sex Ratio 


Sex ratio is unfavourable to women in_ India, computed to be 927 
according to Census 1991. Decadal figures show a declining trend, the sex ratio 
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being 972 in the year 1901, coming down to 930 in 1971. There was a 
marginal improvement in 1981, the ratio being 934. But now in 1991, the down 
trend appears to be continuing. The only state in which the sex ratio is 
favourable to women is Kerala where the figure is 1036. The states of 
Karnataka, Tamil Nadu, Andhra Pradesh and Orissa have sex ratios of between 
950 and 975 which is above the national average. 


In Haryana, Punjab and Uttar Pradesh sex ratios are between 865 and 
880 which is far below the national average and which should be a matter of 
grave concern. Sex ratio for rural areas is 938 and urban areas is 894. 


Life Expectancy 


Life expectancy is defined as the average number of years likely to be 
lived by a person taking into consideration the exposure to mortality risks of the 
whole population at any given time. According to World Population Prospects 
1990, life expectancy at birth in India in 1990 has been 60.7 for males and 
60.1 for females. 


Infant Mortality Rate (IMR) 


IMR for 1991 in India is 90 (per 1000 live births) whereas in Japan which 
has the lowest IMR in the world, it is 5. The mortality rate among children 
below five years of age in India is 124. 


Estimated deaths due to maternal causes in India vary from 390 to 2000 
(per 100,000 live births). It is reported that for each maternal death in India, 17 
women suffer serious health damage pointing to a serious morbidity condition. 


Differences exist between the deaths of men and women. Women are 
generally believed to be biologically stronger and in developed industrialised 
countries, women are reported to have lower death rates at all ages. Women in 
India experience a higher death rate uptil the age of 35, the reproductive 
period. Beyond that, it is the men who have a higher death rate compared to 
women. UNICEF reports that each year about one fourth of the 13 million girls 
born each year die before their 15th birthday. Of these, one third die in the first 
year of their life. 


Other factors that compound the low health status of women are the re- 
emergence of epidemics like Malaria, Tuberculosis (T.B.), Meningitis and 
Cholera; inadequate provision of health services; the burden of reproductive 
morbidity on women; increasing incidences of HIV/AIDS; unsafe abortion 
practices and lack of sufficient attention to reproductive tract infections. Many of 
the illnesses have their origin in low nutrition, which in turn points to the 
position of women in the family and the community. Mental health of women is 
also a low priority area for the health administration. Violence against women, 
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both within the family and outside, is another matter of concern. A UNDP report 
States that one third of wives in developing countries are physically battered. 


The Expert Group on Population Policy headed by Dr. M. S. 
Swaminathan, which has submitted its report to thé government of India, has 
recommended the preparation of socio demographic charters for every village, 
town and district in India, which should be collated at the state level and finally 
at the national level. This will give a clear picture of the demographic situation 
in India. It is also important to collect local level epidemiological data on the 
prevalence of various diseases and the resulting morbidity and mortality pattern. 
NGOs working on health issues have demonstrated the utility of such micro 
level data for planning health programmes. 


Health Care Services 


Women's access to health care services and their utilisation of such 
Services when available leaves much to be desired. Both in rural and urban 
areas the proportion of women attending Out Patient Departments (OPD) of 
hospitals or the Primary Health Centres (PHC) is less than men. A study 
conducted by the Indian Council of Medical Research (ICMR) reports that more 
than 60 percent of pregnant women were not registered with the Auxiliary Nurse 
and Midwife (ANM) which means that they are not receiving immunisation and 
other services. 


Many studies conducted locally point to the inadequacy and_ under- 
utilisation of health services by women. A survey conducted by the Operations 
Research Group found that 50 percent of women were never examined by any 
trained personnel any time during their pregnancy and about 75 percent of the 
pregnant women were not protected against tetanus or provided with iron and 
folic acid tablets. 


The services that are expected to be provided for women PHCs are: 
antenatal care, intranatal care, postnatal care, immunisation, family planning 
Services and routine health check ups as well as care. Gynaecological and 
emergency obstetric services are available only at civil hospitals, rural hospitals 
and private gynecological nursing homes. Blood transfusion services are 
available only at civil hospitals and private blood banks. Although PHCs are 
equipped with mobile units for the distribution of iron and folic acid tablets 
during pregnancy and for immunisation of children and pregnant women, it is 
observed that not even one-third of the sanctioned vehicles are on the road. 


Even in cases where women make use of the PHCs, there is no treatment 
available there for Reproductive Tract Infections or mental illnesses. The Traditional 
Birth Attendants (TBAs) have not been imparted training in all districts. 
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The location of the PHCs makes it difficult for women to avail health © 
services. Villagers have to commute long distances to reach the PHC. — 
Sometimes the visit to the PHC itself turns out to be futile because of absence — 
of personnel and inadequate supply of drugs. : 


Studies show that women suffer more often from chronic ailments such as 
Anemia, backache, white discharge, weakness, etc., which accompany over 
work and undernutrition and cannot be treated with occassional doses of — 
medication. When the family realises that the women are responding to 
treatment rapidly, they discontinue medication and neglect the ailments. Another 
study (Alex George, 1994) shows that in Madhya Pradesh the expenditure on 
health is more for males than famales especially in the age group 1 to 4. The 
per episode expenditure is higher on females in the age group of 25-44 
probably because of the expenditure on pregnancy and delivery as well as post 
natal care. 


Low self-esteem as well as the cultural milieu makes women endure 
physical and mental agony silently. Taught to believe that vaginal secretions are 
abhorrent, women do not seek medical aid for menstrual disorders and other 
conditions such as white discharge. Personnel in public health services have 
little patience to listen to complaints of side effects following use of 
contraceptive methods. Once a woman is terminally sterilised, her name is in 
effect struck off local health service records. 


Recent studies on the utilisation pattern of health services are reported by 
the Population Centre and Operations Research Group indicate the following: 


. Only 6.3% of deliveries are institutional and the remaining are 
conducted at home. 


Over 90% of the population is aware of the PHCs and sub centres, 
but only 31% utilise the services. 


Absence of the ANM rather than the doctor is the major cause for 
women not seeking mother and child health facilities at the centre. 


Long waiting periods and an overall unsympathetic attitude of the 
staff are other factors which lead to under-utilisation of health care 
facilities. 


Access to Natural Resources and Impact on Women's Health 


Women contribute their labour in producing more than half of all the food 
grown every year in the developing world and shoulder the main responsibility 
for finding and using fuelwood and water. However, they often have little or no 
control over managing these resources. Environmental degradation is rendering 
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this role of rural women all the more perilous. Some micro studies illustrate 
difficulties faced by women in this regard: 


* 


In hills and plains, women and children spend a large part of their 
time travelling long distances to collect fuel. In Garhwal, Uttar 
Pradesh, women walk at least 10 km three out of four days for an 
average of seven hours per day to bring about 25 kg of wood in 
each headload. ; 


In Pura village, Karnataka, each firewood gathering family spends 2.6 
hours daily, travelling an average distance of 4.8 km. 


An extreme example of the difficulties faced in the villages by women is 
that of Vajeghad in Banaskantha district, Gujarat. With scanty rainfall and no 
irrigation, the area surrounding the village has become a vast, treeless plain. 
Women here spend six to nine hours collecting water and firewood out of a 
total working day of 14 to 16 hours. This includes two treks a day to the well 
about two kilometers away. Another five kilometers are traversed to collect 
shrubs for domestic fuel. 


Nutrition and Women's Health 


Despite the green revolution and the increase in food production, the 
nutritional status of women in India is at a low level in relation to minimum 
requirements. Discrimination in this regard begins at an early stage and infant 
girls are found to receive breast milk less frequently compared to boys. 
Levinson in his study of 17 villages in Morinda, Punjab has commented that the 
most significant determinant of nutritional status seems to be sex (Quoted by 
Dr. Shanti Ghosh, 1991). 


In times of food scarcity, women's access to food further deteriorates. A 
survey of flood hit villages in Bengal showed a higher incidence of malnutrition 
among girls under six years of age (Almas Ali, 1992). Das Gupta also reported 
similar results of a higher sex differential in food consumption of children 0-4 
years of age among landed families than among the landless in villages of 
Punjab (Meera Chatterjee, 1990). ICMR data indicates that at the age of one 
year on an average female infants in India weigh 6.6 kg, 800 grams less than 
the weight of male infants of the same age. 


Studies on energy expenditure and calorie intake show that women spend 
53% of human energy on survival tasks while men spend 31% and children 
16% respectively. Das et. al. compared privileged’ and ‘underprivileged’ males 
and females and found that 24% of females were malnourished in the privileged 
sections while 74% were malnourished in the underprivileged sections. The 
percentages for males were lower in both groups, 14% among the privileged 
and 67% among the under privileged. 
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A study of the nutritional status of pregnant women in the Panchmahals 
district of Gujarat and Chandrapur in Maharashtra found that due to lack of 
required calories and nutrients, at the 20th week of gestation, 28% of the 
women in Panchamahals and 50% in Chandrapur weighed 40 kg or less. Even 
after the 20th week, 35% of women in Panchmahals and 49% in Chandrapur 
failed to show the desired weight gain of 0.24 kg per week (Ms. Parul Christian 
and Team, 1989). 


Nutritional Anaemia due to iron and folic acid deficiency Is directly or 
indirectly responsible for about 20% of maternal deaths (Ministry of Health and 
Family Welfare, January 1991). A majority of lactating women subsist on diets 
which provide 1200-1600 kcalV/day. Their dietary take is not more than half of 
the recommended allowances with respect to calories (C. Gopalan, 1989). 


Anaemia is reported to be an important cause of maternal mortality. 
Approximately 20% of deaths are directly due to Anaemia (ICMR Task Force 
Study, 1989). 


Reproductive Health 


The reproductive health approach extends beyond the narrow confines of 
family planning to encompass all aspects of human sexuality and reproductive 
health needs at various stages of life. Reproductive health problems have to be 
understood within the context of women's general health and well-being and 
several related aspects need to be considered such as: maternal mortality and 
morbidity; Reproductive Tract Infections (RTIs); Sexually Transmitted Diseases 
(STDs); contraceptives; abortion, infertility and cancer. 


Maternal Mortality and Morbidity 


Reportedly, more maternal deaths occur in India in one week than in all of 
Europe in one year. In a single week in India the total number of casualties 
due to pregnancy and childbirth related complications is more than that recorded 
in one month in the entire developed world (Dr. Mira Shiva, 1992). 
Approximately 120,000 women die of maternity related causes every year in 
india. The WHO has estimated that about half a million maternal deaths occur 
worldwide every year, 99% of which are in developing countries and over half 
of which are in South Asia (WHO 1986). 


While the MMR is about 50 times higher in India than in developed 
countries, the actual risk of an Indian woman dying from maternity related 
causes is about 200 times higher due to a larger number of pregnancies - - 4.3 
compared to 1 or 2 in developed countries (UN, 1991). An estimated 15% of 


deaths among women in the reproductive age group of 15 - 44 years are © 


maternal deaths in India. Maternal mortality accounts for 2.5% of all female 
deaths (Registrar General Report, Occasional Paper No.5, 1988). 
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The main causes of maternal deaths in India are: Anaemia - 60% - 70% 
of pregnant women are anemic with Hemoglobin level less than 10gm/dl. About 
15 to 30% of women are shorter than the WHO minimum of 145 cm. and 
hence are at a greater risk of death due to Obstructed labour; Weight Gain - 
Women in developed countries gain 10 Kg On an average during pregnancy. In 
India, women from the lower socio-economic strata gain only between 3 — 5 kg; 
Dietary Deficiency - Pregnant women have been found to be deficient in their 
intake by 1,100 calories and lactating women by 1,000 calories. 


Other factors leading to maternal deaths are inadequate health care 
Services, lack of contro! over fertility, overwork within and Outside home, 
inadequate nutrition, discriminatory attitudes and practises in the family and 
Society and early marriage resulting in early and frequent child bearing. 


Reproductive Tract Infections 


RTls are a major health concern for women in India with thousands of 
women dying needlessly each year from the consequences of these infections 
including cervical cancer. ectopic pregnancy, acute and chronic infections of 
uterus and the fallopian tubes and Ppeuperal infections. RTls include STDs, 
diseases due to overgrowth of Organisms normally present in the genital tract 
due to lowered body immunity and by other latrogenic factors such as deliveries 
by untrained persons, illegal abortions, and lack of Proper aseptic conditions 
during gynecological procedures. when along with causing trauma and raw area, 
Outside infective organisms are introduced in the genital tract. 


According to a gynaecological disorder study of 750 women in slum areas 
of Bombay conducted by Streehitkarini, the most common five gynaecological 
problems in the women examined were found to be cervical erosion 33.3%, 
endocervicitis 28.8%, genital prolapse 25.5%, vaginitis 17.7% and pelvic 
inflammatory diseases 14%. Another problem reported was that of anterior and 
posterior vagina wall prolapse 12.9% and 11.3%, respectively. The causes for 
these problems were mainly the sub-human conditions in which these women 
lived. There were few latrines in the slums and 27-30 families had to use one 
latrine. Men had preference while the women had to relieve themselves only in 
the dark, since most of them had to use back alleys or railway lines. Prolonged 
and persistent distention of the rectum and urinary bladder was found to be a 
common occurrence in these women because of lack of latrine facilities. 


Another factor could be the early onset of sex-life : 30% women became 
sexually active at an age of 15 years or less and another 25% before the age 
of 17 (Dr. Indumathi Patikh and team, 1994). 
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Sexually Transmitted Diseases 


Women are more prone to STDs due to the vulnerability of their vaginal 
mucosa. Chances of male to female transmission of Gonorrhea are 50 - 80% 
after a single exposure whereas the probability is 20 - 25% the other way 
around. Other factors contributing to female vulnerability are cuts and abrasions 
in the birth canal due to repeated childbirths, abortions, lack of hygiene and low 
resistance. 


RTIs also increase the risk of other STDs, especially HIV infection 
because of the easy entry through open ulcers. Young women are particularly 
more susceptible to STDs because of their developing cervical anatomy. In 
addition to the physical complications arising from STDs, young women may 
suffer severe emotional consequences. 


Based on a number of baseline surveys and a review of the available 
scientific literature, the incidence of STD in India is estimated at 5% 
Approximately 40 million new infections occur every year. The brunt of the 
burden of direct and long term morbidity related to STDs is borne by women. 
Women suffer to a greater extent from symptomatic infections. 


Contraception 


A majority of contraceptives have been developed for women, most of 
which are very harmful to their health. It must be noted that while in the 1960s, 
41% of the sterilisations were tubectomies, in 1993, 96% of all sterilisations 
were performed on females. This indicates a trend towards burdening women in 
family planning programmes. Several contaceptives for women have been 
introduced without adequate trials. Some of the high-risk contraceptive methods 
that have been introduced or are sought to be introduced are Norplant, Net-en 
and Depo-Provera. 


Women's need for contraception is only a small part of their reproductive 
health needs, and an even smaller part of their needs for health and well-being 
in general. Undue focus on contraceptive services with a view to control 
population growth rate has worked to the detriment of women's well-being. One 
has to start with satisfying basic needs such as drinking water, sanitation, and 
better living conditions. Women's health needs should be looked at holistically 
and their reproductive health needs should be addressed in the context of their 
overall well-being. 


Abortion 


The present abortion rate in India is 452 per 1000 live births. While an 
estimated 11.2 million abortions take place in the country every year, only 6.7 
million are officially reported (Sudha Tiwari, 1994). Though the Medical 
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Termination. of Pregnancy Act 1972 was thought to be a landmark in social 
legislation, it has failed to be effective. Now there are about 15,000 to 20,000 
abortion related deaths occurring annually, mainly among married multiparous 
women (Chabra and Nuna 199 ). MTP facilities are still inadequate and are 
urban based with only 1800 out of over 20,000 primary health centres providing 
MTP services. 


Cancer 


Cervical cancer screening is an important intervention for prevention but at 
present very limited screening facilities are available to women in India. While 
15% of the world's cervical cancer cases are reported in India, screening facility 
is available to a small minority of urban women (Pachauri 1995). It is estimated 
that one out of every 70 women will develop ovarian cancer in her lifetime 
(Cancer Care, March, 1992). 


Some of the recommendations for improving the reproductive health of 
women are as follows: 


1. Reduce trauma and infection in the reproductive tract. Programmes 
can accomplish this by continuing and expanding safe delivery 
services at all levels of the health system, by training and equipping 
traditional birth attendants and by reducing unnecessary invasive 
procedures; 


= Provide safe abortion services and referrals: 


3. Screen and treat all pregnant women (and their partners) for 
Syphillis. This will require only simple laboratory facilities and on site 
operation research; 


4. Develop carefully documented demonstration 


S. Administer prophylaxis to newborns to prevent Ophthalmic 
Neonatorum at all levels of health delivery, and through traditional 
birth attendants; 


6. Assess the feasibility and efficacy of training auxiliary health workers 
and traditional birth attendants to recognise symptoms of RTIls in 
women and children and to refer for care; 


7. Assess the impact of specific RTIs and their treatments on the 
health of pregnant women as well as on fetal wastage, prematurity 
and intrauterine growth retardation. 
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Occupational Health 


* According to Census 1991, the work participation rate for females shows — 
an increasing trend. A significant part of this increase has occured in rural 
areas during the last decade. The number of female workers in India has — 
increased by 42.26%. The total work force of India is estimated to be 836.61 / 
million out of which 29.48 million are marginal workers. 85.51%, in other words | 
25.20 million, are females. The number of females in the main worker category 
too has increased by 44.24%, but the increase in rural areas is much more 
than in urban areas. | 


in the last few decades the number of women workers in textiles, jute and 
mining declined by 30 to 60%. However, where wages are low and conditions 
of work are poor, as in the case of plantation, the number of female workers is | 
increasing. 


The agricultural sector in India absorbs the vast majority of women 
workers. A small percent of women work in the informal sector and only about 
6% women work in the organised sector. Among the organised sector, a 
majority of women work in the service sector such as schools, hospitals, banks, 
insurance agencies, offices etc. A marginal number of women work in- 
manufacturing industries like textiles, electronics, pharmaceuticals, etc. There are 
no legal provisions for health and safety for women workers engaged in 
agriculture and other work in_ the informal sector. In the last 30 years, the 
Factories Act has not undergone any change as far as women workers are. 
concerned. | 


Women's Problems Related to Occupational Health 


Posture 


Studies on many occupations in which women are involved highlight a 
variety of problems. The paper bag makers in Delhi “live with constant stress © 
and exhaustion, thus falling prey to a host of chronic illnesses. Their bodies — 
ache as they constantly sit in one position, their backs grow bent from — 
constantly having to stoop. Their eyes ache and water due to hours of strain" 
(Malhrotra, 1983). This is as much true about beedi workers, zardozi and zari 
workers, chikan and lace workers, weavers, gunny bag stitchers, carpet makers, 
and tangail workers. 


\ 
Hazardous Material 


Constant contact with dyes, wood, cashew oil, gases like carbon monoxide 
and formaldehyde, chemical fumes, tobacco dust and silica pose serious health 
hazards to women. In a study commissioned by the Health Task Force in a 
village in Madhya Pradesh, about 63% of the women engaged in the operation 
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of sowing experienced symptoms which could be attributed to the fertiliser 
powder mixed with the seeds. They complained of burning sensation in the 


hands, irritation of the upper respiratory tract and sweating of the palms 
(Saxena, 1987). 


Unhygienic Working Environment 


Small, poorly lit and badly ventilated homes in crowded areas and streets 
serve as both the living space and workplace for almost all home based workers. 
Inadequate lighting, long working hours with minute materials, as in chikan 
embroidery, cause poor vision, eye strain and headaches. In small scale factories, 
too, women work in cramped conditions, in rooks which have high temperatures 
such as in the garment factories where women are often employed to iron the 
finished garments. Many women faint due to the heat and humidity in the 
atmosphere. Many of these factories do not even provide women with toilet 
facilities. This leads to constipation and other related problems. Women employed 
in such factories eat and drink very little during the day. Women in the mining 
industry, agriculture and vending have to work in the open for long hours and 
dehydration and heat exhaustion is common among them. 


Hazardous Operations 


More than 3,000 women in Jaipur are involved in tying processes of the 
tie and dye works. They spend most of the day tying intricate patterns on yards 
of cloth and in the process get deep cuts on their fingers. The block printers in 
Ahmedabad manually print sarees and bed sheets. The blocks are dipped in the 
viscous dye and are placed on the cloth and the top of the block is struck 
Several times. This produces blisters and results in severe pain in the arms and 
shoulders. 


Lifting heavy objects in construction and brick industries gives rise to 
problems such as menstrual disorders, prolapse of the uterus, miscarriages and 
affects the spinal column. Repetitive movements for long hours causes fatigue 
and affects physical co-ordination resulting in accidents. In many _ industrial 
operations, new technology introduced without regard to health safeguards affect 
women's health. One instance is the employment of machines in slate pencil 
‘manufacturing and quarrying which creates to fine silica soot that spreads in the 
air and the workers inhale this, leading to many respiratory complaints. 


Although conditions in the organised sector are better, it is not without 
problems. A considerable number of women work as stenographers, typists and 
secretaries and they do not always enjoy all the benefits available to the 
managerial cadre. Trichloroethylene used as a base for solvents in_ inks, 
correcting fluids, adhesives, etc. cause headache, fatigue, dramatist, nausea and 
vomiting. Many suffer from backpain due to improper seating arrangements 
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The following are some of the measures that could go a long way in 
addressing the occupational health problems of women: living wage should be 
ensured for women workers and more and more operations should be brought 
under the ambit of such legislations including those in the informal sector; paid 
leave and holidays should be ensured and a mechanism to strictly implement 
these regulations should be evolved and maternity benefits, accident insurance 
and safe work environment also need to be ensured. 


Mental Health 


Discriminatory socialisation of children on the basis of gender plays a 
major role in preparing the female psyche for subservience and the male 
psyche for dominance. Girls are taught to have ambivalent feelings about their 
bodily functions and sexuality. Womanhood is characterised by feelings of body 
shame, loss of freedom, and loss of the right to be assertive. Women are 
expected to juggle several roles simultaneously and conflicts between different 
roles give rise to a great deal of stress. Marriage and divorce have profoundly 
different implications for men and women. All these factors impinge upon 
women and render their existential position vulnerable to mental illnesses. 


Clinical depression is more common among women than men. Its 
incidence is increasing and it is no longer confined to the middle aged, 
menopausal, the elderly or hospitalised woman. Today, the typically depressed 
patient is apt to be a young woman in her reproductive years, often married 
living at home and rearing children. The symptoms range from feelings of 
helplessness and worthlessness to suicidal behaviour. Apathy, poor 
concentration, neglect of personal grooming and difficulty in completing work 
may occur over a period of time, together with psychomotor retardations. 


This part of the article has been reprinted from the Indian NGOs Report 
on CEDAW published by co-ordination Unit for the world conference on women 
Beijing 95. Co-ordinator : Madhu Mehra, Copy Editor. K. P. Gopinath. Material 
for the article was compiled by CHETNA. The detailed Article is available at 
CHETNA. 
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1. The National Health Policy - A Critique 


The health of Indian women is intimately related to the socio-economic 
status of the households to which they belong and their age and kinship/marital 
status within that household. Given the patriarchal structure, women and girls 
have a limited share in the inter-household distribution of health goods and 
services. Health statistics indicate that there are widespread differences in 


people's achievement of health status and access to services as can be noted 
in the following tables. 


Table-1 


Crude Death Rate, Crude Birth Rate, Infant Mortality Rate and Life 
Expectancy in India and selected states. 


_ Health Indicators Crude Crude IMR ae 

_ States Death Rate Birth Rate 1990 

4 1993 1993 1990 
All India 9.2 28.7 74 58.6 
Bihar 10.6 32.0 70 54.6 
Madhya Pradesh 12.6 34.9 106 53.4 
Rajasthan 9.0 34.0 82 55:7 

4 Uttar Pradesh 11.4 36.2 94 53.4 
Gujarat 8.1 | 28.0 58 57.9 

_ Maharashtra hid. SW 50 62.4 

— Tamil Nadu 8.0 VS 56 60.3 
Kerala 6.0 17.4 13 69.6 


Source : Health for the Millions, Vol.21, October 1995. 


* Original Source - Sample Registration System Occasional Paper 
1 of 1994. 


** Original Source - Sample Registration Bulletin 1995. 
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Table 2 


Total Fertility Rate and Health Services Indicators of India and selected 
States. 


1 2 3° 
Health Total Unmet Mothers Mothers Deliver- Deliver- 
Indicator Fertility need for receiving receiving ies ies assi- 
States Rate Family antenatal two doses ina__ sted by 
Planning care of health health 
Tetanus facility profess- 
Toxoid ionals 
vaccine 
All India 3.39 19.5 62.3 53.8 255 34.2 
Bihar ! 4.0 25.4 36.8 30.7 124 19.0 
Madhya Pradesh 3.90 20:5 B21 42.8 15.9 30.0 
Rajasthan 3.68 19.8 o4.2 28.3 11.6 21.8 
Uttar Pradesh 4.82 30.1 44.7 37.4 11.2 Ge 
Gujarat 2.99 13.1 zoe f 62.7 \ 35.6 42.5 
Maharashtra 2.86 14.1 82.7 71.0 43.9 53.2 
Tamil Nadu 2.48 14.6 94.2 90.1 63.4 71.2 


Kerala 2.00 11.7 97.3 89.8 87.8 89.7 


Source : National Family Health Survey 1992-93. 


1. Based on data collected in three proceeding surveys on births 
among women 15-49 years of age. 


2. Percent of currently married women who are not using family 
planning methods, even though they either do not want more 
children or want to put off pregnancy for at least two more years. 


3. Allelopathic doctor or nurse or midwife. 


While discussing women’s health status, it is realised that women are 
exposed in the same way as men to prevalent health problems and diseases 


LS 


Indian NGOs Report on CEDAW 17— 


4 


4 


facilities means poor accessibility of health care s 


such as Tuberculosis (T.B.), Malaria, Diarrhoea, etc., 


but for women, they bear 
a heavy burden on their health due to the reprodu 


Ctive function. Poor health 


“aa ervices for women, which 
largely depends upon efficiency of existing health care services. 


| Various committees appointed both prior to and post independence and 
discussions and decisions of the Planning Commission and the Central Council 
of Health have guided the development of health care services in India. 


There is no separate women’s health policy. In fact, prior to the National 


_ Health Policy (NHP), passed by both the houses of Parliament in 1983, there 


was no defined policy. 


The NHP is not sensitive to women’s health, it has not set specific goals 
such as age-specific mortality for females. It has prioritised providing 
comprehensive primary health care to all, and services to women, even for their 
special needs, are provided through the same approach. Paragraph 5.1 of NHP 
States the importance of “acceleration of welfare programmes for women, 
nursing mothers and children especially in tribal, hilly and backward areas.” 
Paragraph 12. (VI) stresses “Maternal and Child Health Services - within a 


_ comprehensive programme providing ante-natal, intra-natal and post-natal care. 


The NHP calls for a well dispersed network of comprehensive health care 


services integrally linked with extension and health education approaches. It 
_ aims to draw the organised support of volunteers, auxilliaries, paramedical and 
_ adequately trained multipurpose health workers and_ stresses community 


Participation and self-reliance, establishment of a well planned referral system, 
nationwide chain of sanitary-cum-epidemiological stations, utilisation of untapped 
resources through organised logistical, financial and technical support to 
voluntary agencies active in the health field. It also calls for intersectoral co- 
operation for overall socio-economic development and suggests a well conceived 
health insurance scheme. It appreciates the modern systems and at the same 
time suggests meaningful phased integration of indigenous and modern systems. 
Under the NHP it has been suggested to set up separate policies - National 
Population Policy and National Medical and Health Education Policy. Specific 
goals to be achieved by 2000 A.D. have been set and the importance of 
monitoring and evaluation and applied operational field oriented medical research 
have also been stressed. 


2. National Population Policy 


In 1951, India launched the first official Family Planning Programme in the 


world, (since then renamed as Family Welfare Programme) with the objective of 


reducing the birth rate the extent necessary to stabilise the population at a level 
consistent with the requirement of the national economy. During the formulation 
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of five year plans, in each plan, the population problem has been given highest 
priority. The programme has developed over the years and enormous human 
and financial resources have been pumped into the programme in an effort to 
reduce the birth rate. But time and again, planners have had to revise targets 
after each deadline was crossed. 


Now the aim is to reach a Net Reproductive Rate of one by 2011-2016 
A.D. Prior to the ratification of the Medical Termination of Pregnancy (MTP) Act 
1971, the laws for induced abortion were “too restrictive’. The MTP Act 
liberalised abortion under varied socio-economic conditions. 


The first Population Policy was announced in 1976 and was subsequently 
revised by the government in 1977 under which the age of marriage for girls 
and boys was raised to 18 years and 21 years, respectively. The voluntary 
nature of the programme (no compulsion or coercion) was reiterated and it was 
renamed as the Family Welfare Programme. 


The NHP 1983 wide para 6 suggested enunciation of the National 
Population Policy. In May 1994, a committee consisting of a group of experts 
was established by the government to draft the National Population Policy with 
Dr. M Swaminathan as chairman. The committee submitted its draft National 
Population Policy in September 1994 and claims that it is pro-nature, pro- 
women and pro-poor. 


3. New Economic Policy: Structural Adjustment Policy 


Some economists have noted that deceleration in employment generation, 
has followed the implementation of Structural Adjustment Programmes, which 
are widely implemented in India. Also, the food subsidies in real terms have 
been cut since the implementation of adjustment policies. The wholesale price 
of food has risen by 20% of the consumer price index. For the landless 
agricultural labourers it has increased by 25%. The economic survey 1993-94 
admits that the spurt in inflation is due to a rise in food grain prices, 
particularly pulses, the major protein component in the Indian diet. Studies in 
prices have shown that vulnerable sections have borne the highest price 
increase; the top decides in rural areas experienced an inflation rate of 12%, 
while the bottom decide was faced with an inflation rate of 18%. Women 
constitute a significant part of the vulnerable poor strata. Undoubtedly, the 
Structural Adjustment Programme has had an adverse effect on the health 
sector expenditure in the country. 


In various five year plan documents, the outlay on the health factor has 
remained deplorably low. The percentage of allocation to health as a proportion 
of total outlay decreased from 3.3% in the first plan to 3% in the second plan, 
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2.6% in the third plan, 2.1% in the fourth plan, 1.9% in the fifth plan and 1.8% 
in the sixth and seventh plans. 


lt is a fact that over the years there has been a decline in the percentage 
of health sector expenditure compared to total government revenue expenditure. 
The declining trend is noticed in the following areas. 


* 


Hospitals and Dispensaries 
Maternal and Child Health 
Disease Control Programme 


* 


* 


However, the Family Welfare Programme shows a continuous increase. 
Under structural adjustment Policies, further compression in government 
spending has occurred in an effort to bring down the fiscal deficit to the desired 
level, which will effect cuts in social sector allocations. This may result in a 
decrease in allocation by the central government to the state for central 
programmes or centrally sponsored programmes. Hence, these programmes will 
be severely affected, e.g. Malaria and T. B. programmes. 


4. Tuberculosis (T.B.) and Malaria 


T. B. continues to be a major public health problem in India. About 1.5% 
of the population is suffering from radiologically active T.B. disease of the lungs 
of which 1/4, i.e. 0.4%, are sputum positive or infectious and dangerous to the 
community so far as spreading the disease is concerned. The National 
Tuberculosis Control Programme (NTP) was launched in 1962. TB. infection 
with HIV infection is the greatest risk factor for HIV positive patients. India is on 
the threshold of a dual epidemic of HIV/AIDS and T.B. 


Malaria is also a major public health problem. The National Malaria 
Control Programme launched in 1953, was subsequently changed to National 
Malaria Eradication Programme in 1958. The incidence reported was about one 
lakhs cases in 1966 with no deaths. However, in the period following 1966, 
resurgence of Malaria occurred and in 1976, 64 lakhs cases and 59 deaths 
were reported. In 1978, a modified plan of operation was instituted. The overall 
goal set was as follows: 


qi Reduction of incidence from 4.6 API (Annual Parasite Index per 1000 
population in) 1981 


= 10 2peeesin 1985 

= . 101.9 API in 1990 

—- To 0.5 API in 2000 A.D. 

During the year 1993, 2.20 million Malaria cases and 329 deaths due to 
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Malaria were reported. The API reported in the year 1993 was 2.64. It may be 
stated that as per the goal set, an API of 1.90 should have been achieved by 1990. 


5. Drug Policy 


The Drug Price Control Order (DCPO) 1994 continues to be a pricing 
policy. Drug Policy 1979 included 343 drugs under price control and was 
divided into four categories: life saving drugs, essential drugs, less essential 
drugs and non essential drugs. The Maximum Allowable Post Manufacturing 
Expense (MAPE) was 40%, 55%, 100% and no limit (out of price control), 
respectively. The Drug Policy 1980 included 166 drugs under price control and 
divided into two categories - 75% MAPE and 100% MAPE. The DCPO 1994 
now includes only 76 drugs under only one category with MAPE 100%. Where 
prices are concerned, it obviously implies increase in price of category 1 drugs 
because of the increase of MAPE from 75% to 100% (Category 1 drugs are 
meant for National Health Programmes such as T.B. and Malaria.) The Indian 
Patent Act of 1971 (which recognised only process patent and not product 
patent), has been revised as a result of GATT and has now been granted 
product patent. The cost of Indian manufactured drugs, which have been stable 
and affordable due to this 1971 patent act, will now rise. Indian manufacturers 
will not be able to produce drugs invented abroad by adopting different 
processes of manufacturing. A national drug authority has not yet been formed 
by the Parliament through ratification of an act. 


There is also a need for a rational drug policy for traditional (Ayurvedic) 
system of medicine. The inhuman practices and exploitation of people by 
manufacturers of drugs based on the traditional system, with a view to make 
huge profits while taking advantage of legal loop holes, should be prevented. 


Recommendations 


Health is not a basic human right under the Indian Constitution. The 
subject is dealt within the directive principles. There is widespread diversity in 
development of health care services, in achievement of health status and in 
implementation of health policies/programmes, in various states. In order to 
provide universal comprehensive health care, it is  mecessary that 
recommendations for the NHP are uniformly implemented by all states. 


The poor implementation by states is lack of political will. © The 
implementation of the NHP should not be left to willingness of state. It is 
necessary to provide legal backing for effective implementation. 


It is recommended that the Central Council of Health and Planning 
Commission be empowered to force state governments to implement the NHP. 
The Central Assistance to states may be linked with the performance. 
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There is a need for vast improvement in the quality and outreach of 
health services. The present pathetic situation of absentee doctor, ill-equipped 
and ill-managed health centres and the least motivated health workers must 
change. 


4 It is recommended to take steps in this direction so as to optimise 
utilisation of existing health care services. 


Medical persons at all levels, including paramedical workers and other 
volunteers such as trained traditional birth attendants who deal with reproductive 
health concerns of women must be exposed to gender sensitisation training. 


Health must be viewed as a productive investment. There should be 
allocation of adequate finance both by the centre and states. Currently, India is 
passing through a phase of stability and Structural Adjustment, which calls for 
diminishing the role of the state and has become widely accepted. The World 
Bank has suggested selective approach for primary health care and there are 
indications of increased privatisation. These suggestions work against the 
philosophy of providing comprehensive health care for all in light of the WHO's 
call for “Health for AY. The diminishing role will result in broad cuts in 
government expenditure in the short run. There is therefore a possibility that 
government expenditure (centre as well as state) on medical and health 
services will be reduced or will not increase in proportion to rising the demand. 
This would impose hardships on poor segments of the rural and urban 
population. 


It is recognised that health is both dependant on social and economic 
development as well as contributes to it. It is therefore recommended that 
governments incorporate and strengthen comprehensive health care within their 
development plans, with special emphasis on _ rural/urban development 
programmes. 


There is need for: (i) intrasectoral co-ordination within. the health sector 
and (ii) intersectoral co-ordination of health related activities of various sectors. 
Bureaucratic attitudes of various sectors also need to change. 


30% of the population in India lives below the poverty line and about 50% 
lives just at subsistence level. The New Economic Policy and Structural 
Adjustment Programme is likely to widen this gap. In view of this, it is 
Suggested that comprehensive health care should be available to all free of all 
cost, irrespective of their capacity to pay. This will improve access as well as 
quality of services available to all, especially the poor and women. The 
government should consider evolving a scheme of Universal Health Insurance 
for all. The funds could be collected by way of indirect taxation. This would 
also reduce unethical practices in the private sector. 


29 Indian NGOs Report on CEDAW 


There is need to decentralise health services at the grass-roots level with 
an intention to involve Panchayats (local self governments) and to make staff 
accountable to these grass-roots level democratic organisations with a view that 
they exercise greater control over the primary health care system (Democratic 
Decentralisation). This will enhance the participation of the community, especially 
women, in view of 30% reservations for women in Panchayats, as well as that 
of women’s groups and NGOs. 


The contraceptives which have been scientifically tested and declared as 
safe for women’s health should be promoted. The policy planners should not 
consider introducing unsafe contraceptives such as long acting (injectable/ 
implant) hormonal contraceptives. When the question of introducing a new 
contraceptive arises, apart from the available scientific data of Indian origin, the 
perspectives of women and other social groups need to be considered. After all, 
women will be the users. The programme also needs to promote reversible 
methods and male methods. Women should be informed of all methods and the 
choice of method should be left to them to enable them to choose according to 
their own socio-cultural context. 


Target setting coercive strategies/incentives should not be used to promote 
population control. In fact, the recommendation that couples who do not accept 
the small family norm be debarred from promotion or contesting election is anti- 
women as it disempowers women and lowers their social status. It needs 
review in light of the present socio-cultural context. 


There is a wide variation of achievement in population control among 
states. Area-wise appropriate strategies need to be devised. 


There is no direct or casual relationship between population and 
development; it is one of the variables. Women’s education, employment, 
empowerment and social status are closely associated with acceptance of the 
small family. Development strategies in these areas form an _ important 
component of the population policy. 


The National Tuberculosis Control Programme is fully integrated with 
health infrastructure services, i.e. primary health centres. The implementation of 
the 7.B. programme will improve along with increase in efficiency of delivery of 
health care services at this level. The NTP is 50% centrally sponsored, so both 
the centre and states should allot sufficient funds to run the programme. 


There is a need to re-orient the private medical sector and practitioners of 
the indigenous system for rational chemotherapy and to ensure complete 
treatment in order to minimise drug resistance. 


Malaria is partly a centrally sponsored programme. Centre as well as state 
should allot sufficient finances to run the programme. Instead of sole reliance 
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on insecticides to control Malaria, integrated approaches based on environmental 
management need to be instituted. The programme needs active participation of 
community as well as Panchayats and other local bodies. In order to avoid an 
epidemic of Malaria, field/data, Surveillance data, hospital/dispensaries data need 
to undertake constant, epidemiological evaluation. Irrigational canal and water 
dam projects which are not Properly managed lead to Malaria. Along with the 
steps required to control any epidemic, breeding of the vector mosquitoes 
should form an integral part of the Project with allocation of adequate finances 
Clearly outlined prior to launching such projects. 


The drug pricing policy should be such that the prices of essential drugs 
be reasonable and affordable and at the same time, encourage manufacturers 
to produce essential drugs. 


There is a need for the formation of a rational drug policy. A 
comprehensive rational drug formulatory to guide the prescription practices of 
doctors should be developed and distributed by the government. 


The government should devise a comprehensive rational drug policy for 
Ayurveda. An essential drug list of Ayurvedic preparation required for national 
health programmes and other common health problems should be selected 
based on the efficacy, Safety, cost and availability. Such a list should be widely 
available so that Ayurvedic colleges and medical stores can use them. 


Through several experiments in various parts of the country, Non 
Government Organisations (NGOs) have shown that people-oriented community 
health care is possible. The government must learn from these experiments. It 
would be useful to re-orient government functionaries by exposing them to the 
motivated initiatives. It is also important for the possibility of actively promoting 
the voluntary health movement in difficult pockets where the health status of the 
people is particularly unsatisfactory. 


NGOs (which include other social organisations) working for the welfare of 
the people, especially in the area of health, may play a special role in: 


— advocating the needs of the public health sector and pressurising the 
government for allocation of sufficient finances, 


— taking up income generating activities independently or in collaboration 


with the government with the intention of maximising their utilisation in order to 


raise purchasing power, 


— taking up grass-roots level projects for health care either independently 


or in co-operation with the existing health care infrastructure. The government 


Should also learn, adopt and utilise the experiences of NGOs for better delivery 
_ Of health care services. 


ees 
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Critical Recommendations to Eliminate Discrimination 
Against Women to Improve Their Nutritional 
and Health Status 


To eliminate discrimination against women, the following underlying factors 
should be taken into consideration. 


Need for Comprehensive Health Care - As a woman's health 
encompasses her social, physical and psychological well-being, all these 
concerns should be addressed by health programmes. 


Need for Holistic Health Programmes - Women should not be viewed 
merely in their role as mothers. Health care services for women should focus 
on all the stages of their life cycle - infancy, childhood, adolescence, adulthood 
and old age. Only by addressing the distinctive concerns of each stage will 
women’s overall health and well-being be improved. 


Need for Gender Sensitive Approaches - Gender discrimination is one 
of the most important determinants of women’s poor health status. Thus 
understanding and addressing the implications of gender relations and enlisting 
the participation of men and the community should be central to efforts to 
enhance women’s health and address development concerns. 


Need for Realistic Analysis and Approaches - The totality of political, 
economic and social factors that shape women’s environment and affect 
women’s ability to control their health status should be taken into account, 
particularly norms, traditions, taboos, religion and other forces. 


Keeping the above in view, the following actions are recommended to be 
taken by the Government of India, international and bilateral donors, 
Government Organisations (GOs) and Non Government Organisations (NGOs). 


Actions to be taken by the Government of India 


— Health should be viewed as a futuristic and productive investment. The 
central and state government should allot sufficient funds for health 
programmes. India is passing through a phase of structural adjustment. The 
Structural Adjustment Programmes may call for fiscal adjustment which may 
result in cuts in the social sector. The government should not diminish its 
role in providing comprehensive health care to all (which also includes 
reproductive health). 


— India has established what is often stated to be one of the most extensive 
infrastructures for health care services anywhere in the developing world. 
However, the massive growth seems to have been achieved at the expense 
of quality. The revitalisation of infrastructure is necessary for improving its 
coverage and quality service. Steps are required in this direction. 


—~ One of the priorities of the government is population control through 
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acceptance of family planning methods by eligible couples. However, it 
should not get pressurised by international agencies to introduce harmful 


and invasive (long acting hormonal) contraceptives in the country before 
adequate research trials have been carried out. . 


_ The central government should ensure _ that health programmes are 
implemented uniformly by all states. It is necessary for the central 
government to devise ways in which it can guide/force the efficient 
implementation of health programmes. 


Specific actions 


- Assume primary responsibility of ensuring women’s health in co-operation 
with NGOs, community groups, youth, women and children. 


= Implement the commitments made at the International Conference on 
Population and Development (ICPD) and the World Summit. for Social 
Development to meet the nutrition and health care needs of women. 


— Alter all the medical and allied health education Curricula to include a 
gender perspective of women’s health. 


- Priorities funding allocation for services related to women’s health over 
family planning and population programmes. Reduction of defence and 
military spending in favour of health and social services is crucial. 


— Recognise the important role of traditional medicines, healers and traditional 
health practices for women’s health and development. NGOs and the 
government should collaborate to advance research and documentation of 
such knowledge, and give legitimacy to this health system which is relevant, 
cost effective and accessible to women. 


- Support provisions including social security and medical benefits for 
housewives and medical screening services (e.g. hypertension). 


-— Conduct research on women’s physical and psychological reactions to 
drugs. 


— Ensure that comprehensive health programmes are accessible for women, 
of which family planning services could be a component. 


— Adhere to consumer protection laws so that consumers who suffer injury or 
damage from products can be adequately compensated. 


- Ensure the participation of women of all ages in the planning and 
implementation of health intervention and services. Emphasis should be on 
women’s multiple roles and responsibilities and special needs during 


adolescence and pregnancy/lactation. 


— Provide updated information, services and training on the gender perspective 
to health care providers to empower them to give compassionate, appropriate 
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and timely health services to women at all stages of their lives, taking into 
account their physical and mental health needs. 


— Ensure food security and universal access to safe drinking water and 
sanitation services. 


— Organise training programmes for women to develop their decision making 
capabilities and include them in decision making positions. 


Actions by international and bilateral donors 


— Ensure more direct funding to women-centered programmes at the 
community level. 


— Review the present structural adjustment programmes and substantially | 
reduce external, bilateral and multilateral debt to increase the capacity of 
poor nations to finance programmes and projects targeted at disadvantaged 
women. This will contribute to the elimination of economic and social 
constraints faced by poor women, which are directly related to their poor 
health and nutritional status. 


—~ Ensure that funding is effectively utilised to implement holistic, 
comprehensive and gender sensitive health programmes for women. 


Action to be taken by the Government, NGOs, the media, 
the private sector and other organisations. 


~ Conduct both formal and informal educational programmes which encourage 
and enable women to make decisions and take responsibility for their own 
health. Special focus should be on efforts to discourage harmful attitudes 
and practices including son preference, female foeticide and infanticide, 
violence, discrimination against women, food taboos, etc. 


— Reinforce laws, institutions, and cultural norms and practices that discourage 
discrimination against women and encourage equal responsibility of men and 
women in child care, family and household maintenance and work. 


— Disseminate information through mass media and_ traditional media 
campaigns to men and women at the community level on the female 
anatomy, physiology, menstruation, pregnancy, childbirth, breast-feeding, 
gynaecological problems, women’s mental health, women's occupational 
health, adolescent health,prevention of STDS and HIV/AIDS, sexual abuse, 
violence, drug and alcohol abuse, etc. 

CHETNA TEAM 
March, 1996 
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